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EXECUTIVE SUMMARY  
Introduction 
The United States Agency for International Development (USAID) Applying Science to Strengthen and 
Improve Systems (ASSIST) Project began working in Ukraine in 2014 as a continuation of work begun 
under the USAID Health Care Improvement Project (HCI) in 2013 to implement a non-communicable 
diseases pilot activity in Poltava Oblast, also known as “Improving Alcohol and Tobacco Control During 
Pregnancy in Ukraine.” The work was funded by the USAID Europe and Eurasia Bureau.  

The overall goal of this activity was to demonstrate the feasibility of use in Ukraine of an evidence-based, 
structured counseling protocol known as the brief physician intervention (BPI) to assist pregnant women 
to quit smoking and stop drinking alcohol.  To achieve this goal, ASSIST also supported the Ministry of 
Health (MOH) in Ukraine by developing a national protocol for health facilities to incorporate BPI into the 
routine practice of health care providers in the country. The draft national protocol is being finalized for 
approval by the MOH and includes recommendations on BPI, the process of BPI delivery, recording and 
reporting tools, job aids, and referral mechanisms to specialty care. 

Intervention 
The following two key objectives were set up by the project:  

 Secure at minimum 80% reduction in tobacco and alcohol use by pregnant women in selected 
facilities 

 Secure at minimum 80% coverage of women of reproductive age (ages 15-49) with BPI and 
family planning counseling.   

The intervention initially was to be implemented in the Luhansk and Poltava oblasts, however due to the 
political situation in Ukraine, the work was ultimately only implemented in Poltava Oblast.  Nine facilities 
located in five cities in Poltava Oblast were included in the intervention.  The project first conducted a 
“training-of-trainers” of national and local trainers on the use of BPI for tobacco and alcohol reduction. A 
baseline assessment was conducted in Poltava Oblast in July and August 2014 to establish patterns of 
alcohol and tobacco use among a cohort of pregnant women seen for initial evaluation in the facilities 
before BPI was introduced.  Health care providers from the nine facilities were trained on BPI in August 
2014, in a two-day training conducted jointly with the Oblast Health Care Department. 

From September 2014 to March 2015, ASSIST provided coaching support to each of the nine facilities for 
BPI implementation and convened one-day learning sessions in December 2014 and March 2015 to 
facilitate sharing of experiences and results among providers regarding BPI implementation. An endline 
assessment was conducted among a different cohort of pregnant women seen for initial evaluation and 
followed up after the BPI intervention was introduced. 

Results 

Initial results from revealed that the immediate quit rate for smoking among the pre-intervention cohort of 
pregnant women (49%) was actually higher than that achieved by the post-intervention cohort (22%).  
Both cohorts had similar rates of reduction in alcohol consumption: in the pre-intervention cohort, 
pregnant women with alcohol use reduced their alcohol consumption from an average of 0.5 drinks per 
day to 0.15 drinks per day, and in the post-intervention cohort, pregnant women with alcohol use reduced 
consumption from 0.79 drinks per day to 0.48 drinks per day.   

The intervention had positive effects on the percentage of pregnant women who were counseled about 
quitting tobacco and alcohol use by physicians. The data indicated that, from the patient’s perspective, 
doctors were more likely to ask women about smoking and alcohol use and more likely to advise 
pregnant women who smoke or drink alcohol to stop after the BPI training.  
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Further, patient record reviews showed an increase in the percentage of pregnant women screened by 
physicians for alcohol and tobacco use from 38% at baseline (July–August 2014) to 79% in March 2015. 
The target of providing BPI counseling to at least 80% of pregnant women who screened positive for 
tobacco use in all pilot facilities was reached on average (90%). For pregnant women who tested positive 
for alcohol use during their first antenatal visits and who received BPI, the 80% target was slightly 
underachieved (74%).       

The data suggest that the processes of getting information on patient alcohol and tobacco use and 
providing appropriate advice—particularly counseling on the effects of tobacco and smoking—improved 
after the BPI training and implementation. The lack of improvement in pre-and post-intervention tobacco 
and alcohol usage rates among pregnant women was likely due to the political and economic instability—
in particular, the rapidly increasing inflation in Ukraine over the period of activity implementation.  During 
the study period, inflation rose from over 10% per month to almost 50% per month, which the authors 
believe may explain the significant differences between the smoking habits of women in the pre- and 
post-intervention cohorts.  

Conclusions and Recommendations  
The project faced a variety of technical and contextual challenges, particularly the rapid deterioration of 
political and economic stability that occurred in Ukraine beginning in June 2014 and that affected the 
design and implementation of the activity and therefore, its results.  Despite these challenges, numerous 
efforts were undertaken to address much-needed institutionalization and sustainability of alcohol and 
tobacco-reduction interventions in Ukraine. The ASSIST and HCI projects supported a national 
multidisciplinary working group at the State Expert Center to prepare the national protocol for BPI. The 
projects also facilitated the institutionalization of BPI through working with care providers and health 
authorities at regional and national levels to support the incorporation of BPI into the routine practice of 
health care providers in the country. The USAID ASSIST Project also worked with the National Medical 
Academy of Postgraduate Education to incorporate the BPI training curricula into postgraduate medical 
education.  

The growing evidence about prevalence of smoking and use of alcohol during pregnancy in Ukraine 
requires immediate attention and concerted efforts to raise awareness among childbearing women, 
adolescent girls, their families, and Ukrainian health care providers about the risks associated with 
tobacco and alcohol use in pregnancy and the effectiveness of evidence-based counseling techniques 
like BPI to reduce these risks. The introduction of the BPI protocol in Ukraine was shown to be feasible 
for use in primary care settings.  We recommend it be integrated into routine care so that every patient 
who needs it, receives it. 



Improving alcohol and tobacco control during pregnancy in Ukraine 1 

I. INTRODUCTION  
Alcohol and tobacco use in Ukraine is among the highest in the world [8, 13, 14] and puts heavy users at 
risk of cardiovascular disease, cancer, other non-communicable diseases (NCDs), and premature death.  
Among women of reproductive age (15-49 years), alcohol and tobacco use imposes a dual risk to the 
health of the woman and her baby. Heavy alcohol use during pregnancy creates a risk of fetal alcohol 
syndrome (FAS) and related disorders, including mental retardation and other cognitive problems, growth 
retardation, and problems with vision, hearing, and behavior [3,4,6,10,17]. Tobacco use during pregnancy 
increases the risk of miscarriage, preterm birth, low birth weight, and perinatal mortality, as well as 
asthma and sudden infant death syndrome [1, 2, 9, 18]. Maternal smoking during pregnancy has been 
associated with placental abruption and alterations in fetal growth, including reduction in head and 
abdominal circumference and femur length [5]. Despite a temporal decline in maternal smoking in the 
developed world, smoking still accounts for significant fetal and infant morbidity and mortality worldwide, 
and efforts to discourage prenatal smoking need to be intensified [5].   

The United States Agency for International Development (USAID) Applying Science to Strengthen and 
Improve Systems (ASSIST) Project began working in Ukraine in 2014 as a continuation of similar work 
conducted through the USAID Health Care Improvement Project (HCI), funded by the USAID Europe and 
Eurasia (E&E) Bureau to implement a non-communicable diseases pilot activity known as “Improving 
Alcohol and Tobacco Control During Pregnancy in Ukraine.” The overall goal of this activity was to 
demonstrate the feasibility of use in Ukraine of an evidence-based, structured counseling protocol known 
as the brief physician intervention (BPI) to assist pregnant women to quit smoking and stop drinking 
alcohol. The intervention initially was to be implemented in the Luhansk and Poltava oblasts, however 
due to the political situation in Ukraine, the work was ultimately implemented in only Poltava Oblast. 
Table 1 provides an overview of the intervention. 

For the intervention, ASSIST and HCI worked in close coordination with the Ukrainian Ministry of Health 
(MOH), oblast health care authorities, the Ukrainian Medical and Monitoring Center on Alcohol and 
Drugs, and the National Medical Academy of Postgraduate Education (NMAPE) to enhance the capacity 
of Ukrainian health care providers and institutions to enable them to effectively deliver quality care and 
respond to the needs of patients to decrease alcohol and tobacco usage among pregnant women. 
Project-supported work in Ukraine included training health care providers and key decision-makers both 
at the national and local levels on an evidence-based BPI tobacco and alcohol cessation protocol, as well 
as supporting a national multidisciplinary working group at the State Expert Center to prepare the national 
protocol and guideline for BPI.  

A BPI is a highly standardized counseling protocol, which takes approximately five minutes of an 
outpatient visit and is usually accompanied by a patient handbook. These protocols have been shown to 
be effective in studies in the United States promoting cessation of alcohol and tobacco use during 
pregnancy (most prominently, the SCRIPT trial [12, 20]) and have been endorsed by the United States 
Department of Health and Human Services (for tobacco) and the United States Preventive Services Task 
Force (for alcohol) [1,2,7,11,12, 19].  The approach is based on the “5 A’s”: “Ask” about substance use, 
“Advise” the patient to quit, “Assess” willingness to quit, “Assist” in quitting, and “Arrange” for follow-up 
(see Appendix F3).  

ASSIST also facilitated the institutionalization of the new BPI protocol through working with local and 
national health authorities to support its incorporation into the routine practice of health care providers in 
the country. In addition, the project worked with the National Medical Academy of Postgraduate Education 
to incorporate the BPI training curricula into postgraduate medical education to further achieve 
sustainability objectives (see Appendix E).  
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Table 1: Project overview 

What are we trying to 
accomplish? 

Activities Scale of intervention 

 To secure that 80% 
of pregnant women  
don’t use tobacco 
and alcohol during 
pregnancy in 
selected facilities of 
Poltava Oblast  

 To secure that 80% 
of women of 
reproductive age 
(15-49 years)  are 
exposed to BPI and 
family planning 
counseling  

 Training of trainers on BPI for quitting 
tobacco and alcohol use 

 Training of health care providers on 
the use of BPI  

 Two learning sessions for participating 
providers to facilitate shared learning 
from the implementation of BPI 

 Coaching visits to each participating 
site 

 Development of clinical-organizational 
protocol for BPI implementation 
nation-wide 

 Development of a training curricula on 
BPI and facilitate incorporation of the 
curricula into post-graduate medical 
education in one-two medical 
education institutions in Ukraine 

Oblast: Poltava  
Cities in Poltava Oblast: 5 
(Poltava, Kremenchuk, 
Komsomolsk, Mirhorod, 
Lubny) 
Facilities: 9 (women’s 
consultations, ambulatory 
polyclinics; see full list in 
Appendix A) 
Health care providers: 80 
(obstetricians/gynecologists, 
midwives) 
Target population: pregnant 
women (primary), women of 
reproductive age and 
adolescent girls  
 

 

The project responded to priorities set by the Ukrainian Cabinet of Ministers Decree #1164p “On 
approving the Concept of the National Program Health 2020: Ukrainian Dimension” adopted on October 
31, 2011 and contributed to the National Program “Reproductive Health of the Nation 2015” of the 
Ministry of Health of Ukraine approved by the Cabinet Decree #1849 on December 27, 2006. 

This report describes the intervention implemented by HCI and ASSIST, including an overview of the 
project, the start-up and support activities, and activities to integrate gender considerations in the 
intervention.  The report presents the results of the assessments conducted to determine the actual 
application of BPI and alcohol and tobacco use among pregnant women to measure BPI’s effectiveness 
in reducing alcohol and tobacco usage and discusses the implications of these results for future 
programming in Ukraine.  

II. MAIN ACTIVITIES 
A. Start-up 

The project’s scope of work was approved by the USAID Europe and Eurasia Bureau and USAID Mission 
in Ukraine on February 11, 2013. Effective March 9, 2013, Dr. Elena Novichkova, Country Resident 
Advisor and Ms. Katerina Bazayants, Administrative and Financial Officer, began their employment with 
University Research Co., LLC (URC) in Ukraine.   

On March 18, 2013, the activity’s scope of work in Ukrainian along with a letter were submitted to Dr. O. 
Tolstanov, Deputy Minister of Health of Ukraine, for further approval and to obtain recommendations on 
regions proposed for inclusion in the activity.   

On May 13, 2013, a Memorandum of Understanding (MOU) was signed between the MOH and University 
Research, Co., LLC as the implementing partner for cooperation on the “USAID Improving Alcohol and 
Tobacco Control during Pregnancy in Ukraine” project. Letters of cooperation were also signed by the 
health care departments from Luhansk and Poltava oblasts and the Ukrainian Medical and Monitoring 
Center on Alcohol and Drugs.   
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Following the signing of the MOU, an activity launch was jointly sponsored by USAID and the MOH on 
June 11, 2013. The event brought together stakeholders to present and discuss key findings on alcohol 
and tobacco use among pregnant women and women of reproductive age in Ukraine, the project’s goal 
and objectives, key technical assistance activities, expected results, the implementation strategy, and 
approaches to evaluation. Thirty participants attended, representing the Ministry of Health of Ukraine, the 
USAID Regional Mission for Ukraine, the Verhovna Rada’s Subcommittee on Maternal and Child Care 
and Women’s Reproductive Health, the MOH’s Department of Public Health, the State Expert Center for 
Standardization of Medical Services, the Ukrainian Information Center for Alcohol and Substance Abuse 
Issues, the Shupik National Medical Academy for Postgraduate Education, the World Health 
Organization, the European Commission, the health departments of Luhansk and Poltava oblasts, the All-
Ukrainian Medical Society, the Regional Center of Civil Society Representatives “Zhittya”, and private 
clinics. The event and photos were posted on the MOH’s website 
http://www.moz.gov.ua/ua/portal/pre_20130611_a.html.  

On August 30, 2013 the project was registered with the Ministry of Economy Development and Trade.  

URC also issued consultant agreements with two US-based experts (Dr. Richard Windsor from George 
Washington University and Dr. Tatiana Balachova from the University of Oklahoma) to provide technical 
support for the training in BPI and the project’s evaluation activities. 

B. Activities to Support BPI Implementation  
Planning for the implementation of the BPI intervention began in October 2013. The project team set up 
technical meetings and a conference in Kyiv with Dr. Richard Windsor, USAID representatives, local 
experts from the Ukrainian MOH, academic institutions, and representatives from participating facilities in 
the two oblasts to discuss BPI protocols for reducing alcohol use and smoking cessation, as well as to 
plan for the baseline assessment, the process of BPI implementation, and the evaluation of the 
intervention’s effectiveness. As part of the event, a visit to Poltava Oblast was organized to meet the 
Director of Oblast Health Care Department and selected women’s consultation polyclinics to gain 
knowledge about current health care provider counseling practices of pregnant women and women of 
reproductive age on issues such as smoking and alcohol use in pregnancy and family planning.  

The project team in Ukraine began preparing the baseline assessment tools, conducted introductory visits 
to health facilities in Luhansk and Poltava oblasts, and applied for an official registration with the State 
Administration of Ukraine on Medical Products of cotinine tests to validate the tobacco consumption of the 
target population.  

The protocol “Quality Improvement-Formative Evaluation” received approval from the Scientific Board of 
the State Ukrainian Institute of Reproduction on March 20, 2014. In parallel, the protocol was also 
approved by URC’s Institutional Review Board. 

Due to massive political protests initiated in Kyiv in January 2014 and further escalations, the preparation 
for implementation was significantly slowed down. The project team continued to prepare for baseline 
assessments and training of care providers in the two oblasts.  Further deteriorations in Eastern Ukraine 
in June 2014 led to a decision to stop the activity in Luhansk Oblast and to focus solely on Poltava Oblast 
by adding more health facilities. The decision was coordinated with the USAID Mission in Ukraine and the 
USAID Europe and Eurasia Bureau.   

After Luhansk Oblast was dropped from the project, per an agreement with the Poltava Oblast Health 
Care Department, a polyclinic in Mirgorod Central Regional Hospital was added as a site where the 
project would be implemented. The numbers of participating physicians in all nine facilities were 
increased from 50 to 80. This facility was added in August 2014 but did not participate in the baseline 
assessment since all baseline assessments had already completed by that time.  

http://www.moz.gov.ua/ua/portal/pre_20130611_a.html
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A training of trainers (TOT) on BPI for tobacco and alcohol use was conducted by ASSIST on July 1-3, 
2014 in Poltava City to prepare 12 national and local trainers on the BPI methodology. The selection of 
trainers was done in coordination with the USAID Healthy Women of Ukraine Project. Trainings were 
delivered by Drs. Richard Windsor, Tatiana Balachova, and Elena Novichkova. The training curriculum 
included theoretical and practical sessions during which the participants were able to practice BPI 
counseling techniques. The TOT materials were later adapted by Shupyk National Medical Postgraduate 
Academy Leadership for use in ongoing postgraduate medical education of primary care providers. 

A baseline assessment was conducted by ASSIST in Poltava Oblast during July–August 2014 to assess 
alcohol and tobacco use among pregnant women, document the level of self-reporting, and define the 
deception rate. Pregnant women (672) were assessed for tobacco and alcohol use during their first 
antenatal visits and then during a second visit that occurred 3-4 weeks later. Self-reported responses 
about smoking were validated by urine dipsticks for cotinine. (The assessment methodology and key 
findings are presented in Section III. Results of the BPI Intervention). 

A training for health care providers on BPI was conducted by ASSIST in Poltava on August 28-29, 
2014 in conjunction with the Oblast Health Care Department. The training was attended by 80 health care 
providers. The post-training evaluation revealed that knowledge levels among providers increased by 
30% (min15%; max 55%) on day 1, and by 40% (min 30%; max 55%) on day 2.  The BPI training and 
implementation materials developed by ASSIST included:    

 Technology of BPI to decrease tobacco and alcohol consumption by women of reproductive age 
and pregnant women: Methodological recommendations for doctors (see Appendix F1) 

 Workbook for pregnant women to quit smoking and drinking alcohol (see Appendix F4)  
 Standard dose of alcohol – short pocket card (see Appendix F1) 
 BPI – 5”A” algorithm for quitting smoking and drinking alcohol – short pocket card (see Appendix 

F3) 
 Audit test (short version) –  pocket card (see Appendix F2)   

 
The BPI implementation phase occurred from September 15, 2014 until March 2015.  Interventions 
during the implementation phase included: screening all pregnant women who came to the nine 
intervention facilities for the first prenatal (antenatal) visit; physicians completing patients’ screening forms 
for the first and second visits (see Appendices B and C, respectively); and patient’s undergoing the urine 
diagnostic test for cotinine. If a patient was positive for tobacco use (cotinine test) or used alcohol, the 
physician provided immediate BPI consultation in accordance with the BPI protocol. A second visit was 
scheduled within three weeks for all cotinine-positive patients.   

During the BPI implementation period, ASSIST organized and provided coaching support to health care 
providers. Coaches (monitors) were trainers and specialists in obstetrics and gynecology who had prior 
experience in conducting professional audits and working with other international projects.  Five 
monitoring visits were conducted to each of nine facilities (45 visits overall) from December 2014 to 
March 2015 to check the status of BPI implementation, the quality of screening, review how forms were 
being filled out, and discuss with teams any barriers to implementing the new protocol and how to 
overcome them.  

To facilitate shared learning between health care providers on the BPI implementation, the results of 
these visits were recorded and reported during two one-day learning sessions held in December 2014 
and March 2015, respectively, and at the Oblast Health Care Department meeting in March 2015. The 
sessions were attended by 60 participants who represented the nine pilot facilities/polyclinics of Poltava 
city and oblast. During the learning sessions, participants discussed challenges with BPI implementation, 
presented data, reviewed results, and planned further steps toward BPI implementation. Evidence from 
the coaching visits showed improvement in access to screening and provision of brief counseling services 
for pregnant women in participating facilities. 
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On June 12, 2015, ASSIST held a final project conference in Kyiv. The event brought together 
stakeholders to present and discuss key achievements. Welcoming remarks were made by Charles 
Lerman, Director Office of Health, USAID/Regional Mission for Ukraine, Belarus, and Moldova, and by Dr. 
Igor Perogov, Deputy Director of the Health Care Department of Poltava Oblast. The event was attended 
by 38 participants representing the MOH’s Department of Public Health, Department of Maternal and 
Child Health, State Expert Center for Standardization of Medical Services, Health Care Department of 
Poltava Oblast, Ukrainian Medical and Monitoring Center on Alcohol and Drugs, leadership of 
participating health facilities from Poltava Oblast, State Directorate for Affairs, Shupik National Medical 
Academy for Postgraduate Education, Ukrainian Office of the World Health Organization, Regional 
Center of Civil Society “Health Right” International, USAID “Healthy Women of Ukraine” Project, “Mother 
and Child Health” Program of Switzerland, Health Care Management Department of Bogomolets’ National 
Medical University, and the World Bank Group in Ukraine. The Deputy Director of Poltava Health Care 
Department reported on key results and presented next steps for strengthening system changes at the 
regional level. A Chief Doctor of a participating polyclinic presented on results achieved and challenges 
faced. The Vice-Rector of the Academy for Post-graduate Medical Education reported on plans for 
incorporating training curricula into the course of postgraduate medical education. The Director of 
Department for Standardization of Medical Services described plans for incorporation BPI protocol tested 
in Poltava Oblast into the national protocol. 

C. Gender Integration  
To explore the role of gender in facilitating achievement of positive health outcomes from the 
implementation of BPI, ASSIST’s partner for gender integration, WI-HER LLC, supported the design of a 
survey to better understand how gender impacts alcohol and tobacco use and violence during pregnancy 
in Ukraine. In September 2014, a survey was developed by the project team with inputs from WI-HER 
LLC. Data were collected from 617 women of reproductive age (including 209 pregnant women) that 
visited participating women’s consultation clinics in Poltava Oblast. Survey findings revealed that 42.5% 
of pregnant woman reported being exposed to secondhand smoke, and 6.5% of women surveyed 
reported being subjected to physical violence. In October 2014, with assistance from WI-HER’s 
consultant Ms. Megan Ivankovich, two gender integration trainings were conducted for nine doctors in 
Poltava and seven national level trainers in Kyiv on how to address gender during the implementation of 
BPI.  Sessions included defining gender and related concepts, conducting gender analyses and how to 
address gaps, analyzing and reporting results through sex-disaggregated data and gender-sensitive 
indicators. Following the trainings, changes in language were made in the patient counseling materials 
and doctor recommendations. The project developed a brief about the role of gender in alcohol and 
tobacco cessation among pregnant women and adolescents that was presented at a learning session in 
December 2014 (see Appendix D). It was recommended to providers that they promote male 
participation in antenatal care consultations to increase male partners’ awareness of the negative effects 
of alcohol and tobacco exposure during pregnancy.   

D. Institutionalization 
To facilitate the institutionalization of the BPI implementation nationwide, the project worked with the 
Ministry of Health to set up a working group that would review the evidence for implementing the BPI to 
assist pregnant women to quit smoking and stop drinking alcohol and develop a national protocol on BPI. 
The working group was formally set up by MOH’s Order N951 issued on December 11, 2014.  Members 
of the working group included national experts and Dr. Novichkova. Expert consultation by ASSIST’s 
consultants was provided to the group on global evidence on the impact of BPI on the reduction of 
tobacco and alcohol use during pregnancy.  

Based on global and in-country evidence, the working group developed a draft clinical protocol “Brief 
physician interventions to decrease tobacco and alcohol use among pregnant women”.  The protocol 
includes the following: 1) Guide for preventive screening for women of reproductive age who plan their 
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pregnancy or registered as pregnant during their first visit to a primary health care facility; 2) Guidance on 
BPI implementation, including identification of risk factors and two controls during prenatal visits; 3) 
Guidance on registration and documentation of the use of screening tools, counseling, and follow-up that 
was based on BPI implementation in Poltava Oblast; 4) Quality indicators; and 5) Educational materials 
for pregnant women and doctors to assist them with counseling consulting sessions. It is anticipated that 
during 2015, the protocol will undergo public debates, review, and will be officially recommended by the 
MOH for use in Ukraine. Approval of the protocol is expected by the beginning of 2016. 

Based on the training of trainers’ curriculum, a draft training curriculum was adopted by Ukrainian 
partners with support from ASSIST and submitted to the Methodological Council and Scientific Council of 
the NMAPE for approval and incorporation into the postgraduate medical education program for primary 
care physicians. The curriculum was approved on September 17, 2014 (a copy of an approved cover 
page and the curriculum summary are presented in Appendix E).   The curriculum is being offered 
starting in the academic year commencing in September 2015. 

III. RESULTS OF THE INTERVENTION 
The BPI intervention sought to achieve two key objectives:  

 Secure at minimum 80% of reduction in tobacco and alcohol use by pregnant women in selected 
facilities 

 Secure at minimum 80% coverage of women of reproductive age (ages 15-49) with BPI and 
family planning counseling.   

ASSIST conducted a pre-/post-intervention comparison in which behavioral changes in alcohol and 
tobacco use among a cohort of pregnant women seen for initial evaluation in the pre-intervention period 
(Cohort 1) July – August 2014, were compared to results in a different cohort of pregnant women who 
were seen for initial evaluation and then followed-up after the BPI intervention (Cohort 2), September 15, 
2014 – March 2015. 

Key objectives of the pre- and post-intervention evaluations included:  

1. Assess patients’ perceptions of information provided during the physician’s consultation  

2. Assess levels of smoking and alcohol use among pregnant women attending antenatal care in 
participating facilities  

3. Estimate differences between the percent of pregnant women who test positive on the dipstick 
cotinine test before and after BPI implementation  

4. Collect data about changes in reported alcohol consumption between first and second prenatal 
care clinic visits 

In order to carry out the survey, all women of reproductive age at risk for pregnancy and those who 
attended antenatal care in participating outpatient clinics were asked by physicians whether they wanted 
to participate in the survey, to fill out informed consent forms, and were administered a face-to-face 
screening form on tobacco and alcohol use.  Prior to administering the survey, the questionnaires to 
screen for tobacco and alcohol use during pregnancy for first and second follow-up visits were translated 
into Ukrainian, pretested, and approved for use in clinics by the Poltava Oblast Health Care Department. 
The forms in English are presented in Appendices B and C. After the screening forms were 
administered, two copies were made. The first copy of each patient’s screening form was collected by an 
assigned medical staff, and the second copy was kept in the patient’s medical records/ambulatory card. 
All first copies were sent by project staff to the Ukrainian Medical and Monitoring Center on Alcohol and 
Drugs for entry into an Excel data file. Survey respondents were identified only by their medical record 
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number. No personal data of patients were made available. Physicians who filled out the screening forms 
and provided counseling were identified only by individual codes. 

A. Characteristics of Pregnant Women at Their Initial Evaluation 
At the initial evaluation, there were slight differences between the demographics of Cohorts 1 and 2. 
While women in both cohorts were of similar age, Cohort 2 on average came for their initial evaluations 
later in their pregnancy, were less likely to be single, and had higher educational levels than women in 
Cohort 1 (Table 2). Pregnant women in Cohort 2 on average returned for their follow-up visit earlier than 
those in Cohort 1. These factors were controlled for in statistical analyses. 

Table 2:  Demographic background of pregnant women in Cohorts 1 and 2 

 Cohort 1 (n = 652) Cohort 2 (n = 3159)  

Age  (years) 
 

26.9 
n = 592 

27.0 
n = 3045 

p=0.799 

Marital status  Civil marriage 24% (154) 
Married 60% (388) 
Single 16% (105) 
Widow 0% 
n = 647 

Civil marriage 28% (869) 
Married 59% (1841) 
Single 13% (420) 
Widow 0.1% (3) 
n = 3133 

p=0.075 

Educational 
status among 
pregnant women 

Higher/master 41% (265) 
Incomplete higher/bachelor 10% 
(63) 
Secondary/incomplete secondary 
27% (175) 
Special secondary 22% (141) 
n = 644 

Higher/master 45% (1371) 
Incomplete higher/bachelor 10% 
(293) 
Secondary/incomplete secondary 
22% (651) 
Special secondary 23% (708) 
n = 3023 

p=0.017 

Gestation at first 
visit (weeks) 

12.0 
n = 628 

12.6 
n = 3100 

p=0.021 

Days between 
initial evaluation 
and follow-up visit  

Mean = 28.9 
n = 543 

Mean = 19.6 
n = 538 
 

p<0.001 

A higher percentage of women in Cohort 1 than in Cohort 2 were smokers: When including pregnant 
women who either tested cotinine positive or admitted to smoking as women who smoke in Cohort 1, 
19% of pregnant women were smokers at initial evaluation, while in Cohort 2 only 13% of pregnant 
women smoked (Table 3).  

The difference in smoking rates between the two cohorts suggests that factors outside the intervention 
may have influenced those rates. One obvious outside factor was the high and steadily increasing rate of 
inflation in Ukraine during the study period (see discussion section below). It is highly likely that the 
economic situation in Ukraine may have contributed substantially to the decrease in smoking among 
pregnant women in this study even before exposure to the BPI intervention.  

This apparent difference in smoking rates between Cohort 1 and 2, is mirrored by a small but statistically 
significant difference in the smoking environment and attitudes towards smoking among pregnant women 
in the two cohorts. More women in Cohort 2 at their initial evaluation believed smoking was harmful to 
themselves and their fetus and they were less likely to live with smokers and have smokers among their 
peers than pregnant women in Cohort 1 (Table 4). 
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Table 3:  Smoking-related behavior of pregnant women in Cohorts 1 and 2 

 Cohort 1 Cohort 2  

Percentage of 
pregnant women who 
agreed to a cotinine 
at initial visit 

Yes = 93% (599) 
No/refusal = 7.0% (43) 
n = 642 

Yes = 98% (3035) 
No/refusal = 2% (74) 
n = 3109 

p<0.001 

Result of cotinine test Positive = 18.1% (113) 
Negative = 81.9% (511) 
n = 624 

Positive = 12.3% (375) 
Negative = 87.7% (2679) 
n = 3054 

p<0.001 

Are you a smoker? Yes = 10.2% (66) 
No = 89.8% (583) 
n = 649 

Yes = 8.8% (277) 
No = 91.2% (2857) 
n = 3134 

p=0.283 

Did pregnant women 
who tested cotinine 
positive admit 
smoking? 

Yes = 49.6% (56) 
No = 50.4% (57) 
n = 113 

Yes = 65.3% (245) 
No = 34.7% (130) 
n = 277 

p=0.003 

Smokes at first visit 
(includes all pregnant 
women who test 
positive and those 
who say they are 
smokers 

Yes = 19.0% (123) 
No = 81.0% (526) 
n = 649 

Yes = 13.0% (407) 
No = 87.0% (2727) 
n = 3134 

p<0.001 

It may be that pregnant women more likely to quit smoking had already done so in Cohort 2 compared to 
Cohort 1 meaning there may have been a greater proportion of pregnant women profoundly addicted to 
smoking in Cohort 2. Such major external changes affecting the study setting were not accounted for in 
the study design, and as such, this factor could not be accounted for in the analysis. 

Table 4:  Smoking environment and smoking-related beliefs of pregnant women in Cohorts 1 and 
2 

 Cohort 1 (Baseline) Cohort 2 (End line)  

Smoking practice 
where pregnant 
woman lives 
 

Nobody smokes = 82.3% (526) 
Specific rooms = 16.1% (103) 
Anywhere = 1.6% (10) 
n = 639 

Nobody smokes = 87.5% (2605) 
Specific rooms = 12.2% (362) 
Anywhere = 0.4% (12) 
n = 2979 

p<0.001 

Proportion of 
smokers among 
friends and 
relatives 
 

Majority = 7.9% (51) 
Half = 10.5% (68) 
Several = 65.3% (423) 
None = 16.3% (106) 
n = 648 

Majority = 5.3% (166) 
Half = 9.9% (309) 
Some = 66.8% (2081) 
None = 18.0% (559) 
n = 3115 

p=0.068 

Based on your 
knowledge, how 
harmful is tobacco 
for you? 
(10-point scale: 

Answered 10 = 87.3% (568) 
Mean answer = 9.59 
n = 651 
 

Answered 10 = 93.5% (2747) 
Mean answer = 9.83 
n = 2938 

p <0.001 
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 Cohort 1 (Baseline) Cohort 2 (End line)  
10 = very harmful, 
1 = harmless) 

Based on your 
knowledge, is 
own smoking or 
people around 
you smoking 
harmful for your 
fetus? 
(10-point scale) 

Answered 10 = 92.3% (602) 
Average answer = 9.74 
n = 652 

Answered 10 = 96.1% (2859) 
Average answer = 9.89 
n = 2976 

p <0.001 
 

 

B. Smoking Quit Rate  
The primary outcome of interest was the BPI intervention’s effect on the smoking quit rate calculated 
using the formula: 

# pregnant women who test cotinine-negative at follow-up - # pregnant who admit smoking at follow-up 

# pregnant women who test cotinine-positive at first visit + # pregnant who admit smoking at first visit 

Pregnant women who admitted to smoking at the first visit were included in the denominator, even if they 
refused the cotinine test. Because these women were included in the denominator, they were excluded 
from the numerator. Using this formula, the immediate quit rate for Cohort 1 was 49% and the immediate 
quit rate for Cohort 2 was 22% (Table 5). However, this difference may not accurately represent the true 
difference between cohorts because there was a large difference in the percentage of pregnant women 
for whom no follow-up data was collected (11% for Cohort 1 and 35% for Cohort 2). To account for this 
difference, we also calculated the immediate quit rate among pregnant women who did have a follow-up 
visit, disregarding pregnant women for whom we do not have follow-up data. Among this group, the 
immediate quit rate for Cohort 1 (55%) still significantly exceeds that of Cohort 2 (34%). 

Table 5:  Smoking behaviors of Cohorts 1 and 2 

 Cohort 1 Cohort 2  

Women who tested positive or 
admitted smoking at initial evaluation 

123 407  

Women confirmed to have stopped 
smoking at follow-up visit (tested 
cotinine-negative and denied smoking) 

60 (49%) 
 

89 (22%) 
 

p<0.001 

Immediate quit rate 49% (60/123) 22% (89/407) p<0.001 

Number of women with no follow-up 
visit or had no cotinine test at follow-up 

13 (11%) 
(No follow-up visit=10, no 
follow-up cotinine test=3) 

142 (35%) p<0.001 

Is a smoker at follow-up (tests positive 
or admits smoking) 

Stopped smoking = 55% 
(60) 
Still smokes = 45% (50) 
n = 110 
 

Stopped smoking 
= 34% (89) 
Still smokes = 
66% (176) 
n = 265 

p<0.001 
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C. Stopping Alcohol Use 
The second outcome of interest was reduction in alcohol use. As with the smoking data, it appears that 
pregnant women’s drinking practices were different from Cohort 1 and 2: fewer pregnant women at their 
initial visit admitted to binge drinking (drinking 6 or more standard drinks in one day) in Cohort 2 (4%) 
compared to Cohort 1 (17%) (Table 6) and women in Cohort 2 were more likely to believe that drinking 
beer or wine could harm their baby (Table 7).  

We did not observe that the BPI intervention led to a reduction in alcohol consumption: Similar rates of 
reduction in alcohol consumption were observed in the pre-intervention cohort and post-intervention 
cohort (pregnant women with alcohol use reduced their alcohol consumption from an average of 0.5 
drinks per day to 0.15 drinks per day, while pregnant women with alcohol use reduced consumption from 
0.79 drinks per day to 0.48 drinks per day (Table 7). 

Table 6:  Responses about alcohol use among Cohorts 1 and 2 (July 2014 – March 2015) 

 Cohort 1 Cohort 2  

1 month BEFORE you knew 
you were pregnant how 
many days did you drink 6 or 
more standard drinks in one 
day? (visit 1) 

Among women who drank 6 
or more drinks at least once:  
Mean = 2.08 
n = 102 
17% of women said they 
drank 6 or more drinks at 
least once  
n = 613 

Among women who drank 6 
or more drinks at least once:  
Mean = 1.78 
n = 108 
4% of women said they drank 
6 or more drinks at least 
once  
n = 2752 

 
 
p=0.303 
 
 
p<0.001 
 

On average, in the last 30 
days, how many days per 
week did you drink? 

None = 80% 
mean = 0.31 
n = 638 
(Among drinkers, mean = 
1.56, n = 126) 

None = 75% 
Mean = 0.34 
n = 3072 
(Among drinkers, mean = 
1.36, n = 777) 

 
p=0.260 
 
p=0.012 

When you did drink usually, 
how many standard drinks 
would you have in a day? 

Mean = 0.49 
n = 628 

Mean = 0.48 
n = 2771 

p=0.888 

 

In both Cohorts 1 and 2 pregnant women were more likely to say it was not good to drink when pregnant 
and that drinking may harm their baby at their follow-up visit, and reported drinking less at their follow-up 
visits in both cohorts. Overall, the pregnant women showed larger gains in their perceptions about the 
harm caused by alcohol, but the difference in gain between Cohorts 1 and 2 was not statistically 
significant. Likewise, while both groups reported drinking less, the difference in reduction between 
Cohorts 1 and 2 was not statistically significant (Table 7). 

Table 7:  Changes in alcohol-related perceptions and behaviors from initial antenatal visit to 
follow up visit 

 Cohort 1 Cohort 2 Difference 
made by 
intervention  

 Initial 
evaluation 

Follow-up Initial 
evaluation 

Follow-up 

On a 1-10 scale, do you 
believe pregnant women 
may drink, but not abuse 

Mean = 9.06 
n = 583 

Mean = 9.20 
n = 583 

Mean = 
8.84 

Mean = 9.05 
n = 549 
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 Cohort 1 Cohort 2 Difference 
made by 
intervention  

alcohol?  Diff = +0.14 
p=0.324 

n = 549 Diff = +0.21 
p=0.162 

+0.08 
p=0.623 

Do you believe drinking 
beer or red wine during 
pregnancy may harm the 
baby? 
(10-point scale) 

Mean = 9.24 
n = 586 

Mean = 9.47 
n = 586 
Diff = +0.23 
p=0.03 

Mean = 
9.17 
n = 546 

Mean = 9.60 
n = 546 
Diff = +0.43 
p<0.001 

 
+0.21 
p=0.111 

On average in the last 30 
days, how many days per 
week did you drink 
alcohol? 

Mean = 0.32 
n = 563 
 

Mean = 0.06 
n = 563 
Diff = -0.26 
p<0.001 

Mean = 
0.68 
n = 544 

Mean = 0.39 
n = 544 
Diff = -0.29 
p<0.001 

 
 
-0.03 
p=0.472 

When you drank, usually 
how many standard drinks 
would you have per day? 

Mean = 0.50 
n = 534 

Mean = 0.15 
n = 534 
Diff = -0.35 
p<0.001 

Mean = 
0.79 
n = 502 

Mean = 0.48 
n = 502 
Diff = -0.31 
p<0.001 

 
 
+0.04 
p=0.512 

 

D. Patients’ Perceptions of Information Provided during Physicians’ 
Consultations 

After initial evaluation, women were given an anonymous exit-questionnaire they completed before 
leaving the clinic. This questionnaire was designed to assess whether or not physicians were providing 
appropriate information during consultations. The data indicated that, from the patient’s perspective, 
physicians were more likely to ask women about smoking and alcohol use and more likely to advise 
pregnant women who smoke or drink alcohol to stop after the BPI training. These data suggest that 
physicians were providing appropriate advice to pregnant women on alcohol and tobacco use—
particularly counseling on the effects of tobacco and smoking—more frequently after the BPI training, 
which was a key goal of project implementation (Tables 8, 9, and 10). 

Table 8:  Physician consultation practices before and after BPI implementation, based on patient 
exit interviews  

 Patient survey  Cohort 1 
(n = 1061) 

Patient survey Cohort 2  
(n = 1237) 

 

Reason for visit to a women’s 
consultation unit 
 
(total greater than 100% as 
some women gave more than 
one reason) 

35% Expect pregnancy (402) 
24% Preventive visit (302) 
7% Acute disease (87) 
25% Follow up visit (306) 
8% Other (131) 
n = 1228 

29% Expect pregnancy 
(360) 
37% Preventive visit (463) 
10% Acute disease (122) 
18% Follow-up visit (230) 
7% Other (87) 
n = 1262 

p<0.001 

Age 18 and under – 13% (133) 
19-44 – 73% (756) 
45+ – 15% (157) 
n = 1046 

18 and under – 17% (206) 
19-44 – 70% (856) 
45+ – 15% (165) 
n = 1227 

p=0.021 
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 Patient survey  Cohort 1 
(n = 1061) 

Patient survey Cohort 2  
(n = 1237) 

 

Doctor asked me whether I use 
contraceptives or plan my 
pregnancy 
 
Among women age 44 and 
younger 

78% (682) 
n = 876 
 
82% (643) 
n=780 
 

87% (958) 
n = 1103 
 
92% (911) 
n=991 

+9% 
p<0.001 
 
+10% 
p<0.001 

Doctor asked me whether I 
drink alcohol 

73% (720) 
n = 983 

91% (1072) 
n = 1180 

+18% 
p<0.001 

Doctor asked me whether I 
smoke tobacco 

74% (739) 
n = 994 

91% (1085) 
n = 1191 

+17% 
p<0.001 

Doctor spoke about the impact 
of alcohol and tobacco use on 
women’s health 

74% (708) 
n = 961 

93% (1086) 
n = 1170 

+19% 
p<0.001 

Doctor told me about the impact 
of alcohol and tobacco use 
during pregnancy   

74% (645) 
n = 866 

89% (926) 
n = 1043 

+15% 
p<0.001 

Doctor advised me to quit 
smoking 

75% (156) 
n = 207 (smokers only) 

91% (341) 
n = 375 

+16% 
p<0.001 

Doctor told me to quit drinking 
alcohol or use reliable 
contraceptives.  

62% (98) 
n = 159 (drinkers only) 

88% (312) 
n = 353 (drinkers only) 

+26% 
p<0.001 

Doctor discusses how to reach 
this goal and explained possible 
difficulties 
 

65% (502) 
n = 771 
 
 
 

76% (692) 
n = 911 
 
 
 

+11% 
p<0.001 
 
 
 

Doctor asked me to come for a 
follow-up visit. 

89% (843) 
n = 952 

86% (976) 
n = 1137 

-3% 
P=.066 

Would like comprehensive, 
credible information on the 
impact of alcohol and tobacco 
use on own health and that of 
my children and relatives 

43% (374) 
n = 872 

57% (596) 
n = 1051 

+14% 
p<0.001 

 

Table 9 shows the results for only women whose reason for visit to the health facility was expected 
pregnancy.  Table 10 shows the results for only women whose reason for visit to the health facility was 
not expected pregnancy. 
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Table 9:  Physician consultation practices before and after BPI implementation, based on patient 
exit interviews (only women whose reason for visit was expected pregnancy) 

 Patient survey Cohort 1 
(n = 402) 

Patient survey Cohort 2  
(n = 360) 

 

Additional reasons of visit to 
a women’s consultation unit 
(women could list more than 
1) 
 

Preventative visit (31) 
Acute disease (14) 
Follow up (78) 
Other (11) 

Preventative visit (9) 
Acute disease (1) 
Follow up (16) 
Other (4) 

p=0.451 

Age 18 and under – 13% (46) 
19-44 – 73% (346) 
45+ – 15% (5) 
n = 397 

18 and under – 17% (64) 
19-44 – 70% (289) 
45+ – 15% (4) 
n = 357 

p=0.048 

Doctor asked me whether I 
use contraceptives or plan 
my pregnancy. 

83% (264) 
n = 317 

88% (264) 
n = 301 

+5% 
p=0.119 

Doctor asked me whether I 
drink alcohol 

86% (330) 
n = 382 

97% (340) 
n = 352 

+9% 
p<0.001 

Doctor asked me whether I 
smoke tobacco 

86% (330) 
n = 382 

97% (339) 
n = 351 

+9% 
p<0.001 

Doctor spoke about the 
impact of alcohol and 
tobacco use on women’s 
health 

85% (304) 
n = 357 

97% (330) 
n = 341 

+12% 
p<0.001 

Doctor told me about the 
impact of alcohol and 
tobacco use during 
pregnancy   

89% (323) 
n = 361 

99% (334) 
n = 339 

+10% 
p<0.001 

Doctor advised me to quit 
smoking 

88% (57) 
n = 65 (smokers only) 

95% (92) 
n = 97 (smokers only) 

+7% 
P=0.100 

Doctor told me to quit 
drinking alcohol or use 
reliable contraceptives  

75% (38) 
n = 51 (drinkers only) 

91% (75) 
n = 82 (drinkers only) 

+16% 
p=0.008 

Doctor discusses how to 
reach this goal and 
explained possible difficulties 
 
Among smokers: 
 
Among drinkers: 

73% (212) 
n = 291 
 
83% (58) 
n=70 
 
75% (46) 
n=61   

82% (218) 
n = 265 
 
94% (95) 
n=101 
 
93% (77) 
n=83 

+9% 
p=0.008 
 
+11% 
p=0.019 
 
+18% 
p=0.004 

Doctor asked me to come for 
a follow-up visit 

96% (357) 
n = 373 

97% (339) 
n = 348 

+1% 
p=0.212 
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 Patient survey Cohort 1 
(n = 402) 

Patient survey Cohort 2  
(n = 360) 

 

Would like comprehensive, 
credible information on the 
impact of alcohol and 
tobacco use on own health 
and that of my children and 
relatives 

43% (145) 
n = 341 

61% (188) 
n = 308 

+18% 
p<0.001 

 

Table 10:  Physician consultation practices before and after BPI implementation, based on patient 
exit interviews (women whose reason for visit was not expected pregnancy) 

 Patient survey before 
baseline assessment 

(n = 659) 

Patient survey after BPI 
implementation  

(n = 877) 

 

Reason of visit to a women’s 
consultation unit 
 
(total greater than 100% as 
some women gave more than 
one reason) 

39% Preventive visit (271) 
11% Acute disease (73) 
35% Follow up visit (228) 
18% Other (120) 
n = 692 

52% Preventive visit (454) 
14% Acute disease (121) 
24% Follow-up visit (214) 
9% Other (83) 
n = 872 

p<0.001 

Age 18 and under – 13% (87) 
19-44 – 63% (410) 
45+ – 23% (152) 
n = 649 

18 and under – 16% (142) 
19-44 – 65% (567) 
45+ – 19% (161) 
n = 870 

p=0.035 

Doctor asked me whether I use 
contraceptives or plan my 
pregnancy. 

75% (418) 
n=559 

87% (694) 
n=802 

+12% 
p<0.001 

Doctor asked me whether I 
drink alcohol 

65% (390) 
n=601 

88% (732) 
n=828 

+13% 
p<0.001 

Doctor asked me whether I 
smoke tobacco 

67% (409) 
N=612 

89% (746) 
N=840 

+22% 
p<0.001 

Doctor spoke about the impact 
of alcohol and tobacco use on 
women’s health 

67% (404) 
n=604 

91% (756) 
n=829 

+24% 
p<0.001 

Doctor told me about the impact 
of alcohol and tobacco use 
during pregnancy   

64% (322) 
n=505 

84% (592) 
n=704 

+20% 
p<0.001 

Doctor advised me to quit 
smoking 

70% (99) 
n=142 
(among smokers only) 

90% (249) 
n=278 
(among smokers only) 

+20% 
p<0.001 

Doctor told me to quit drinking 
alcohol or use reliable 
contraceptives.  

56% (60) 
n=108 
(among drinkers only) 

87% (237) 
n=271 
(among drinkers only) 

+31% 
p<0.001 
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 Patient survey before 
baseline assessment 

(n = 659) 

Patient survey after BPI 
implementation  

(n = 877) 

 

Doctor discusses how to reach 
this goal and explained possible 
difficulties 

60% (290) 
n=480 

73% (474) 
n=646 

+13% 
p<0.001 

Doctor asked me to come for a 
follow-up visit. 

84% (486) 
n=579 

81% (637) 
n=789 

-3% 
p=0.127 

Would like comprehensive, 
credible information on the 
impact of alcohol and tobacco 
use on own health and that of 
my children and relatives 

43% (229) 
n=531 

55% (408) 
n=743 

+12% 
p<0.001 

E. Counseling Pregnant Women on the Effects of Tobacco and Smoking  
Timely assessment of pregnant women for tobacco use and their counseling about quitting smoking 
provides a higher chance that a mother will quit smoking during pregnancy, which in turn can improve her 
health and help prevent negative outcomes for her fetus and newborn. Data analysis showed an increase 
in the percentage of pregnant women screened for alcohol and tobacco from 38% at baseline in August 
2014 to 79% in March 2015 (Figure 1). 

Figure 1. Percentage of pregnant women who were screened for tobacco and alcohol use among  
those registered (Average of all facilities compared to individual facilities) (Aug 2014- Mar 2015) 

 
 

The evaluation also measured the percentage of pregnant women who were assessed for tobacco use by 
the health care provider and who took an express urine cotinine test during their first prenatal visit and of 
those who tested positive for tobacco use, received a brief physician intervention counseling for quitting 
smoking during their pregnancy.  



16 Improving alcohol and tobacco control during pregnancy in Ukraine 

According to patient records, during the implementation period, 90% of pregnant smokers and 74% of 
pregnant women who admitted to drinking any alcohol received the BPI intervention. This was 
corroborated by the patient survey, in which 95% of smokers who came to the clinic because of expected 
pregnancy said that their doctor advised them to quit smoking, and 91% of drinkers who came to the 
clinic because of expected pregnancy said that their doctor advised them to quit drinking alcohol, both 
higher than the pre-intervention values of 83% (p=0.1) and 75% (p=0.008), respectively. Further, at end 
line, 94% of smoking women who came to the clinic because of expected pregnancy said the doctor 
explained to them how to reach the goal and about possible difficulties the woman would face, up from 
83% at baseline.  Some 93% of women who came because of expected pregnancy and drank alcohol 
said the doctor explained how to reach the goal compared to 75% in the first cohort.    

Likewise, 92% of pregnant women received information about family planning during the BPI 
implementation period. This was corroborated by a patient survey, in which 92% of reproductive age 
women indicated that they discussed the use contraceptives with their doctor, a statistically significant 
increase from the baseline period when 82% of women reported that they discussed family planning. 
Figure 2 shows an increase in the percentage of pregnant women receiving the BPI intervention among 
those who were tested cotinine positive at their first visit. Definitions and values of indicators, numerators 
and denominators presented in Figure 2 are provided in Table 12.   

Figure 2. Percentage of pregnant women receiving BPI intervention among those who test 
cotinine positive at their first consultation  
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Table 11. Definitions of indicators, numerators, and denominators 

Definitions  Sep-
14 

Oct-
14 

Nov-
14 

Dec-
14 

Jan-
15 

Feb-
15 

Mar-
15 

Apr-
15 

Percent of pregnant women to whom facts 
about harm of smoking explained (indicator 
1) 

87 70 88 84 82 92 94 100 

Number of women  to whom facts about 
smoking explained  

26 44 46 48 41 59 51 5 

Number of pregnant women at their first 
consultation who test cotinine-positive 

30 63 52 57 50 64 54 5 

Percent of pregnant women who received 
BPI counseling (indicator 2) 

77 65 81 79 82 91 96 100 

Number of women who received BPI 
counseling  

23 41 42 45 41 58 52 5 

Number of pregnant who test cotinine-
positive at their first consultation 

30 63 52 57 50 64 54 5 

   

IV. DISCUSSION 
Results from the assessment study revealed that the immediate quit rate for smoking among the cohort of 
pregnant women pre-intervention (49%) was actually higher than those post-intervention (22%).  In 
addition, similar rates of reduction in alcohol consumption were observed in the pre-intervention cohort 
and post-intervention cohort. The lack of improvement in pre-and post-intervention tobacco and alcohol 
usage rates among pregnant women was likely due to the political and economic instability—in particular 
the rapidly increasing inflation in Ukraine over the study period.  

During data collection for Cohort 1 (June-early September 2014), inflation rose by between 10% and 15% 
per month (Figure 3). During data collection for Cohort 2 (late September 2014 to April 2015), inflation 
rose from over 15% to 46% per month, just under the accepted definition of “hyperinflation” of 50% per 
month [15], which Ukraine subsequently reached in May 2015. It is difficult to determine whether or not 
inflation caused the decrease in smoking prevalence among pregnant women from 19% in Cohort 1 to 
13% in Cohort 2 (32% reduction). Under normal circumstances, the price of cigarettes would be expected 
to cause only modest reductions in cigarette consumption. According to the estimated price elasticity of 
demand for cigarettes in Ukraine of -0.4 [16], an 80% price increase would be expected to result in a 32% 
reduction in cigarette demand but it is not known if elasticity is linear at such high levels of price 
increases. Also, this elasticity of cigarette demand predicts how much smokers would reduce smoking, 
not whether or not they would quit. 

The target of providing BPI counseling to at least 80% of pregnant women who screened positive for 
tobacco use in all pilot facilities was reached on average (90%). During the implementation period, 74% 
of pregnant women who admitted alcohol use during their first antenatal visit received BPI, slightly below 
the 80% target.       

However, the data indicated that, from the patient’s perspective, physicians were more likely to ask 
women about smoking and alcohol use and more likely to advise pregnant women who smoke or drink 
alcohol to stop after the BPI training. These data suggest that the processes of providing information and 
advice on alcohol and tobacco use to patients—particularly counseling on the effects of tobacco and 
smoking—improved after the BPI training, which was a key goal of the project implementation.   
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Figure 3.  Ukraine inflation rate (January 2014-June 2015) 

 

The project faced a variety of technical and contextual challenges ranging from the lack of appreciation of 
preventive counseling by obstetrician-gynecologists to the absence of registration in Ukraine and 
therefore availability of biochemical tests (urine dipsticks) to validate tobacco smoking. The rapid 
deterioration of political and economic stability that started in Ukraine in January 2014 and further 
escalated in Eastern Ukraine significantly affected the project design, and most importantly, the timeline 
of implementation. Despite this influence, the project demonstrated substantial achievements and 
produced considerable insights to inform planning of future initiatives on how to integrate new content of 
care into clinical practice procedures for patients at high risk from smoking and alcohol use.  

The time frame of the project has special significance. Although it was demonstrated that the coverage of 
pregnant women with BPI counselling was improved during September 2014 – April 2015 period, more 
time would have been needed to ensure that providers improved their counseling skills and to evaluate 
results of follow-up of patients who received counseling. Published evaluations inform that although many 
patients quit for a few weeks after the first visit, they relapse within 45-60 days [12, 21].  The "quit rate" for 
this activity was an "immediate quit rate" and should not be compared to the results of published meta-
analyses of the effectiveness of BPI methods. 

V. RECOMMENDATIONS AND WAY FORWARD 
The growing evidence about prevalence of smoking and use of alcohol during pregnancy in Ukraine 
requires immediate attention and concerted efforts to raise awareness among childbearing women, 
adolescent girls, their families, and Ukrainian health care providers about the risks associated with the 
health of future mothers and their babies, and the availability of modern, evidence-based counseling 
techniques, such as BPI, to prevent these risks.  The introduction of the BPI protocol in Ukraine was 
shown to be feasible for use in primary care settings and should be integrated into routine care so that 
every patient who needs it, receives it.   

The use of process improvement indicators should be promoted by regional and national level health 
authorities to determine whether high-quality care is delivered to every patient, every time. 
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APPENDICES 
Appendix A: List of Participating Facilities in Poltava Oblast 

 

# Name of the Polyclinic of Women’s Health Address 

Number of specialists 
including obstetricians 

and gynecologists in the  
implementation team 

1 Polyclinic of Women’s Health,  Poltava Clinical 
Maternity House  
 

Poltava,  
Engelsa str., 27-b  
 

16 

2 Polyclinic of Women’s Health, 4th Poltava City 
Clinical Hospital  

Poltava,  
Kalinina str., 36 
 

15 

3 Polyclinic of Women’s Health #1,  Kremenchug 
City Maternity House  
 

Kremenchug, 
Tsurupy str., 20/3 

8 

4 Polyclinic of Women’s Health #2,   
Kremenchug City Maternity House   
 

Kremenchug, 
Kiev str., 14 

9 

5 Polyclinic of Women’s Health,  City Hospital #2 Kremenchug, 
Gen. Managarov 
str.,7  

5 

6 Polyclinic of Women’s Health,  Komsomolsk City 
Hospital  

Komsomolsk, 
Mira str., 10  

6 

7 Polyclinic of Women’s Health,   
Poltava Central Regional Hospital  
 

Poltava, 
Komsomolska str., 
58-а 

8 

8 Polyclinic of Women’s Health,   
Lubensky Communal City Hospital   
 

Lubny, 
Lva Tolstogo str., 
18-а 

7 

9 Polyclinic of Women’s Health, Mirgorod Central 
Regional Hospital  

Mirgorod,  
Gogolya str. 149-a 

6 

 Total   80 
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Appendix B: Patient Screening Form (First Visit) 
Questionnaire 1 – First Visit -  №________  

A screening and consulting form on tobacco and alcohol use for women of reproductive age  

1. Date of the survey DD/ММ/YY                __ __/__ __/ 1 5  
2. Clinic ID:  Poltava    
3. Doctor’s ID:  Poltava (from 1 to 85)   
4. Patient’s medical record number:_________________________________________ 
5. Patient’s age (in years – two-digit number):   
6. How many children do you have?  0 1 2 3 4 5 and >  
7. Pregnancy: Yes  No   
8. The number of a gestation week, if pregnant (two-digit number from 1 to 45):   
9. Marital status (×): married , single , civil marriage , widowed  
10. Education (×): incomplete secondary , secondary , special secondary ,  
 incomplete higher , master/higher  
11. Cotinine test (×): Yes  No  Refusal  Result: «+» ,  «-»  
12. Do you smoke cigarettes? (tobacco, e-cigarettes, hookah….)? 
 Yes  No  Never used tobacco products  
13. How many smokers do live with you? (choose one option with a circle) 
 0 1 2  3 or more 
14. What smoking practice is there in a place where you live? 
 Nobody smokes in the premises I live in  
 There are specific smoking rooms in the premises I live in  
 You can smoke anywhere in my place of residence  
15. How many smokers are there among your friends and relatives? (choose only one option): 
 None     Some         Half              Majority  
16.  How soon after you wake up do you usually smoke or use tobacco? (choose only one option 

   with a circle) 
 5 minutes or less    6-30 minutes   31 – 59 minutes   
 1 -2 hours   More than 2 hours   
17. In your opinion, how harmful are tobacco products for you (cigarettes, cigars, pipe 

tobacco, e-cigarettes, hookah or smoke-free tobacco (chewing tobacco, snuff tobacco, 
dissolvable tobacco))? (choose only one option with a circle) 

 Non-harmful 1    2    3    4    5    6    7    8    9    10    Very harmful 
18. In your opinion, how harmful for you and your fetus is tobacco used by you and your 

environment (cigarettes, cigars, pipe tobacco, e-cigarettes, hookah or smoke-free tobacco 
(chewing tobacco, snuff tobacco, dissolvable tobacco))?  

 Non-harmful 1    2     3    4     5    6    7    8    9    10     Very harmful 
19. How much are you sure that you can quit smoking during your pregnancy?  
 Not sure  1    2    3    4    5     6     7     8     9     10 Extremely sure 
20. How many days a week have you drink alcohol for the last 3 months?  
 0 1 2 3 4 5 6 7 
21. When you drink, usually, how many standard drinks would you have had in a day? 
 Insert a number  
22. How many drinking days with 5 or more standard drinks a day did you have in the last 3  

  months?  Insert a number  
23.  Do you believe that a pregnant may drink, but not abuse alcohol? (circle only one answer)  
 Completely agree  1     2     3     4     5     6     7     8     9     10  Completely disagree 
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24. Do you believe that drinking beer or red wine during pregnancy may benefit or harm the  
  baby? (choose only one option with a circle)       

 May bring many benefits  1     2     3     4     5     6     7     8     9     10  May bring a lot of harm 
25. How much are you sure that you can quit using alcohol during your pregnancy (if you are 
 pregnant)/reduce (if you’re planning your pregnancy)? (choose only one option with a circle) 
 Not sure   1     2    3    4    5    6    7    8    9    10    Extremely sure 

 
If a patient smokes or uses alcohol, skip to “5A” BPI. 
Please, tick all the steps of the “5A” protocol you’ve managed to implement. This part of the questionnaire 
should be used by a doctor for self-control over the protocol implementation and it can’t serve as a tool for 
setting fine penalties against a doctor. 

 
 Tobacco Yes  No  Alcohol Yes  No 
ASK Permission to consult   Whether a patient uses 

contraceptives or plans her 
pregnancy (already pregnant) 

  

Number cigarette 
smoked per day  

  Permission to consult   

   Questions on the alcohol use 
(questions on dosage, AUDIT, 
TACE) 

  

ASSESS Facts of tobacco 
impact on mother’s 
and fetus’ help 

  Provide feedback on alcohol use 
and (not for the pregnant) on the 
risk/pregnancy occurrence 

  

Readiness to quit on 
the 1 to 10 scale 

  Provide information (facts) about 
alcohol risk factors for the 
fetus/FAS or FASD 

  

   Readiness to change behavior 
(alcohol or contraceptives) 

  

ADVICE 10 Steps Protocol   Advice on importance of the 
choice: either quit (reduction) 
alcohol use/or use reliable 
contraceptives 

  

Assistance in selecting 
the aim 

  Assistance in making the choice 
selecting the aim 

  

ASSIST “10 steps to quit” 
guidelines for a patient 

  Discuss the methods to reach 
the goal 

  

Discuss barriers   Discuss barriers   
Provide support and 
readiness to help 

  Provide support and readiness 
to help 

  

Refer to related 
services, if necessary 

  Refer to related services, if 
necessary 

  

ARRANGE Set the next visit   Set the next visit/or refer to   
Thank for the 
conversation 

  Thank for the conversation   
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Appendix C: Patient Screening Form (Second Visit) 
Questionnaire 2 – Second visit (copy the number from the Questionnaire №1) ______ 

A follow-up visit form after consulting on quitting smoking and alcohol use among WRA 

1. Date of the survey DD/ММ/YY                __ __/__ __/ 1 5  
2. Clinic ID:  Poltava   
3. Doctor’s ID:   
4. Patient’s medical record number:_________________________________________ 
5. Patient’s age (in years – two-digit number):   
6. Pregnancy: Yes  No   
7. The number of a gestation week, if pregnant (two-digit number from 1 to 45):   
8. Cotinine test (×): Yes  No  Refusal  Result: «+» ,  «-»  
9. Do you smoke cigarettes? (tobacco, e-cigarettes, hookah….)? 
 Yes  No  Never used tobacco products  
If the answer is “Never used tobacco products”, please, skip to the Question #11. 
 
10. While describing the period since your first visit to a Women’s clinic, what of the following  
 would you use? (tick all related options) 

a. I smoke about the same. The number of cigarettes I smoke daily (CPD)  
b. I smoke, but I’ve reduced the CPD number. My CPD value   
c. I’ve started smoking/started smoking more. My CPD value   
d. I sniff, chew or use dissolvable tobacco.UPD value (Uses per day)   
e. I’ve quit smoking!   (yes/no)    
f. How many days has it been since your last cigarette?   (insert the value)   

11. Have there been any changes in the smoking environment you live in?       
               (please, tick all related options) 

No changes  
Nobody smokes inside in a place I live in – they all smoky outside  
I started smoking /started smoking more after I’ve found out about pregnancy  
You can smoke anywhere in my place of residence  
There are specific smoking rooms in the premises I live in  

12.  How much are you sure that you can quit smoking during your pregnancy? (choose only 
one – answer with a circle) 

 Not sure  1    2    3    4    5     6     7     8    9    10    Extremely sure 
13. How much support did your Family and friends give to you to quit smoking? 

Not supportive   1    2    3    4    5    6    7    8    9    10    Very supportive to quit 
14. Have your doctor provided you with anything from below since the moment of your            
 consulting on quitting smoking? (selected only the tools you were provided with) 

I haven’t been provided with any information  
My doctor has been consulting me on quitting “Since the beginning”  
I’ve been provided with “10 steps to quit smoking”  
My doctor called me on the day I had to quit  

15.  What were your average weekly rates of alcohol use for the last 3 months?  
 (select only one answer with a circle) 
 0 1 2  3  4 5 6 7  
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16. When you drink, usually, how many standard drinks would you have had in a day? 
 Insert a number    (the answer can be 0) 

17. How many drinking days with 5 or more standard drinks a day did you have in the last 3  
 months? Insert a number     (the answer can be 0) 

18. While describing the period since your first visit to a Women’s clinic related to alcohol 
use, what of the following would you use? (tick all related options) 
I never used alcohol products (yes/no)  
I’ve been using alcohol about the same  Number days a week   
       Number standard drinks a day  
       Number of days when drink more than 5  

       standard alcohol drinks  
I use alcohol, but I’ve reduced the number. The number of standard drinks per day  
I’ve quit using alcohol!       
How many days have passed since your last drink?   (insert the value)   

19.  Have your doctor provided you with anything from below since the moment of your            
 consulting on quitting? (selected only the tools you were provided with) 

I haven’t been provided with ay information  
My doctor has been consulting me on quitting/reducing “Since the beginning”  
I’ve been provided with the “Recommendations to Alcohol quitting for reproductive age  
women”  
I’ve been set on another follow-up visit  

20.  Do you believe that a pregnant may drink, but not abuse alcohol? (choose only one option 
with  a circle)  

 Completely agree    1   2   3   4   5   6   7   8   9   10   Completely disagree 
21. Do you believe that drinking beer or red wine during pregnancy may benefit or harm the  

  baby? 
              (choose only one option with a circle) 
 May bring many benefits   1    2    3    4    5    6    7    8    9    10   May bring a lot of harm 
22. How much are you sure that you can quit during your pregnancy (if you are 

pregnant)/reduce  (if you’re planning your pregnancy)? (choose only one option with a circle) 
 Not sure  1    2    3    4    5    6    7    8    9    10    Extremely sure 
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Appendix D: Gender Integration Brief 
How does gender relate to improvement work in Ukraine? 

Males and females face different levels of susceptibility to health concerns based on their genetic makeup 
as well as on prevailing gender norms that influence behaviors and quality of health services. For 
example, 46% of women in Ukraine reported alcohol use in the most recent months of pregnancy [17], yet 
counseling on the reduction of alcohol use during pregnancy is insufficient since health providers don’t 
consider women at risk because these behaviors have been historically associated with men and boys. In 
addition, exposure to environmental pollutants such as second-hand smoke can negatively impact the 
health of pregnant women and their unborn children.  

Women are also disproportionately affected by environmental pollutants: in Poltava, 49% of women 
reported that they live or spend time with someone with smoke around them. Globally, roughly 47% of 
deaths caused by second-hand smoke are in women, while just 26% are in men [14]. Power imbalances 
can cause women to be less able to negotiate smoke-free spaces in work places, social gatherings, and 
in their own home. Gender-related power inequalities also have implications for treatment, as women and 
girls may depend on their husbands or partners for health care decision-making, access, and 
expenditures. Lack of awareness among women and health care providers of the risk faced by women 
may negatively affect health-seeking behaviors, prevention, and early detection and treatment of this 
serious disease. 

What is gender integration and why is it important? 

Addressing the different needs, behaviors, preferences, access to, and utilization of health services for 
men, women, girls, and boys is critical to any improvement effort. It is critical that improvement 
interventions consider gender issues and gender gaps to ensure they equitably reach half of the 
population and to avoid unintentionally exploiting or harming one sex. From an implementation 
perspective, addressing gender issues in improvement activities is an efficient use of resources; from a 
quality improvement standpoint, this encourages patient-centeredness, safety, and equality. Gender 
issues related to alcohol and tobacco use in pregnant women need to be taken into account when 
designing, implementing, and evaluating strategies and services.  

Gender integration means identifying, and then addressing gender inequalities during strategy and project 
design, implementation, and monitoring and evaluation of a project. Through the USAID ASSIST Project, 
we use the science of improvement to identify and then address gender-related gaps to improve health 
outcomes. Our holistic approach promotes gender integration through contextualized and adaptable 
methods requiring little or no additional costs to the improvement effort while maximizing benefits. It 
results in locally-developed solutions, improved country leadership, an expanded partner base with links 
to other sectors, and institutionalization of gender integration in improvement at all levels of care.  

Gender integration efforts in Ukraine  

In September 2014, the USAID ASSIST Project conducted research to better understand how gender 
impacts the project’s target health issues (i.e., alcohol and tobacco use and violence during pregnancy). 
This quantitative survey was developed by Dr. Elena Novichkova, with input from WI-HER LLC. Data was 
collected from 617 women and girls of reproductive age that attended participating women’s health 
centers in Poltava Oblast. Results from a preliminary analysis were shared with participants at two gender 
integration trainings and the survey results were utilized during training exercises. 

In October 2014, the USAID ASSIST Project conducted two gender integration trainings; nine doctors in 
Poltava and seven advisors in Kiev were trained. Sessions included defining gender and gender-related 
concepts, identifying gender issues and gaps (gender analysis), addressing gender issues and gaps 
(designing changes to test), and analyzing and reporting results (sex-disaggregated data and gender-
sensitive indicators).  
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Recommendations 

Based on these trainings and technical assistance on gender integration provided to the project in 
October 2014, a list of recommendations on how best to integrate gender into the project were proposed. 
Acknowledging that the USAID ASSIST Project in Ukraine is expected to end in 2015, there are several 
potential short and long-term activities to integrate gender. Examples of recommendations are presented 
below. 

Short-term 

 Sensitize health care providers to different cultural norms that affect health-seeking behaviors, 
care, and treatment through technical brief or learning sessions 

 Raise awareness (e.g., integrate gender-sensitive language into patient materials, develop 
handouts and talking points for providers to use during counseling sessions) among female 
patients about the importance of male involvement to reduce drinking or smoking during 
pregnancy 

 Strengthen the capacity of health care providers responsible for non-communicable disease care 
to identify and respond to gender-related issues in their programs through trainings, and by 
developing gender-sensitive guidelines and protocols 

o Integrate gender-sensitive language into the academic post-graduate education 
curriculum 

o Review treatment protocols and guidelines to ensure that gender-related issues are 
addressed and support their implementation 

o Integrate gender-sensitive language into national protocols and necessary materials 
 Select one motivated provider to integrate gender during intervention, such as engaging male 

partners in ANC visits (outcomes could be measured for two months) 
 Develop gender-sensitive indicators that measure male involvement in ANC appointments and 

track over time 
 Express interest in continuing gender integration in reports so partners, including the Ministry of 

Health and USAID, understand the need and demand to continue this work 
 Submit funding requests to USAID or other funders to pursue opportunities to address gender 

issues within this work.  
Long-term 

• Conduct a gender analysis and develop comprehensive strategies that consider local barriers that 
impact alcohol and tobacco use by pregnant women in the community.  

• Discuss opportunities to collaborate with local ministries, NGOs, or other partners working on 
gender to determine how the project can coordinate efforts to address gender disparities affecting 
relevant health outcomes 

• Where possible, advocate for gender-sensitive policies with MOH related to project goals 
• Strengthen the capacity of health care providers and systems to make services gender-inclusive 

and equitable (e.g., increase male participation) 
o Design strategies that encourage men and women to access available health care 

services (e.g., make women’s clinics more male-friendly [for example, there is no men’s 
bathroom in the clinic]; create incentives for males to attend clinic visits [for example, 
offer free WI-FI]) 

o Encourage the same level of responsibility to each parent 
o Integrate intensive gender integration course in academic post-graduate education 

curriculum 
o Provide incentives to doctors who counsel a certain number of couples 

 Raise awareness among the public and educate males and females about risks of tobacco and 
alcohol use in families with pregnant women and their male partners and related healthy 
behaviors 

 Address the specific disadvantages that women and girls tend to face which cause them to be 
less likely to access relevant services in certain communities, such as lack of decision-making 
power. 
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Appendix E: BPI Training Curriculum Approved by the National Medical Academy 
of Postgraduate Education 

MINISTRY OF HEALTH OF UKRAINE 

Shupyk National Medical Academy of Postgraduate Education 

 

“APPROVED” 

Shupyk NMAPE 

Research Council  

Protocol #  07  

 

“17” September 2014 

 

Head of the Research Council 

Academic at the NAS of Ukraine, 

Professor _____ Voronenko Y.V. 

 

 

 

 

CURRICULUM AND EDUCATION PLAN 
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EXPLANATORY LETTER 

to the capacity building training curriculum and education plan 

“USE OF BRIEF PHYSICIAN INTERVENTION TECHNOLOGIES TO DECREASE THE INCIDENCE OF 
TOBACCO AND ALCOHOL USE AMONG THE PREGNANT AND WOMEN OF REPRODUCTIVE 

AGE” 

 

 The education plan and curriculum were drafted with the focus on building theoretical knowledge 
and practical skills for those experts engaged in implementing activities on decreasing the rates of 
tobacco and alcohol use among the pregnant and women of reproductive age. 

 Maternity and childhood protection in Ukraine is a healthcare priority. Its importance is based on 
both strengthening of physical facilities and human resources capacity and introduction of advanced 
organizational and medical technologies while working with the pregnant and women of reproductive age, 
in order to minimize negative impact on the fetus and future neonate.  

 Harm caused to a human health by tobacco and alcohol abuse is a well-known fact. Their 
destructive power for the pregnant and women of reproductive age is even stronger. Hence, a set of valid 
scientific sources proves that smoking during and after pregnancy is related to risk for a fetus and a 
neonate, including low birth weight, miscarriages, placental abruption, preterm rupture of membranes, 
sudden infant death syndrome, increased rates of respiratory diseases among children, etc. 

Alcohol harm during pregnancy may be also amplified by the Fetal Alcohol Syndrome (FAS).  

The aforementioned problems are well known for obstetricians and gynecologists, but there is not 
enough time for consulting female patients for prevention of this problem by the aforementioned 
healthcare experts. It is of more importance to build contacts between women of reproductive age and 
experts of other specialties (first and foremost, general practitioners and family doctors). 

This drafted capacity building curriculum is focused on using the brief invention technology to 
decrease incidence rates of tobacco and alcohol use among the pregnant and women of reproductive 
age. It covers a wide range of experts acting in the field of fetal medicine, prenatal prevention activities or 
reproductive healthcare. 

The contents of the curriculum cover sufficient volume of knowledge and skills necessary for 
implementing qualified activities on decreasing incidence rates of tobacco and alcohol use by the 
pregnant and women of reproductive age. 

The curriculum consists of three major sections. Each of them has several subordinate topics. 

In order to complete the curriculum, the learning process itself considers lectures, workshops and 
trainings. 

The education plan defines duration and time managed related to the curriculum. 

The plan considers 0,25 months (39 hours). 

Upon completion of the capacity building training “Use of brief physician intervention technologies 
to decrease the incidence of tobacco and alcohol use among the pregnant and women of reproductive 
age”, attendees shall pass a test and acquire a related standard certificate. 
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EDUCATION PLAN 

Duration – 0,25 months (39 hours). 

General purpose: augmentation and systematization of theoretical knowledge and practical skills related 
to brief physician interventions focused on decreasing the rates of alcohol and tobacco use by the 
pregnant and women of reproductive age. 

Cohort: general practitioners – family doctors, medical and prevention specialty doctors at healthcare 
centers (offices, departments), psychologists, obstetricians and gynecologists (including those working 
with children and adolescent). 

ID  Academic hours number 
Title Lecture Seminar  Practice  Total 

01 Management and set up of prevention 
of risks related to use of psychoactive 
substances among the pregnant 
(tobacco, alcohol) 

2 4 2 8 

02 Brief physician interventions focused on 
decreasing the rates of alcohol use by 
the pregnant and women of 
reproductive age. 

4 6 6 16 

03 Brief physician interventions focused on 
decreasing the rates of tobacco use by 
the pregnant and women of 
reproductive age. 

4 6 4 14 

 Test  1  1 

 Total 10 17 12 39 
 

CURRICULUM 

for the capacity building training “Use of brief physician intervention technologies to decrease the 
incidence of tobacco and alcohol use by the pregnant and women of reproductive age” 

ID Title 

01 Management and set up of prevention 
among the pregnant (tobacco, alcohol). 

of risks related to use of psychoactive substances 

01.01 Summary of legal and 
reproductive health. 

regulatory documents if Ukraine related to family planning and 

01.02 QI concept for healthcare service provision. 

01.03 Evidence-based prevention activities. Arrangements and working on prevention 
related to use of psychoactive substances among the pregnant (tobacco, alcohol). 

of risks 

02. Brief physician interventions focused on 
pregnant and women of reproductive age. 

decreasing the rates of alcohol use by the 

02.01 Basics 
signs. 

of the Fetal Alcohol Spectrum Disorders (FASD). Diagnostics and major clinical 

02.02 Screening programs and tools for defining women at risk regarding alcohol use. 
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ID Title 
02.03 Brief physician interventions in FASD prevention. Basics and algorithm. 

02.04 Mastering the brief physician intervention methods. 

02.05 Motivational interviewing. 

02.06 Protocol of a training of trainers program for training doctors, psychologists and health care 
specialists working at prevention centers in brief interventions aimed at FASD prevention at 
a healthcare and prevention facility level. 

02.07 Intervention and supervision skills training. 

02.07 Working on skills to deliver a training session (practical use of training components). 

02.08 Role-playing games in small groups. Skills assessment. Role-play discussion. 

03. Brief physician interventions focused on 
pregnant and women of reproductive age. 

decreasing the rates of tobacco use by the 

03.01 Prevention of infectious diseases and smoking, as an independent risk 
reproductive health. Smoking incidence rates and trends in 1990 -2013. 

factor for women’s 

03.02 Biomarkers of tobacco intoxication for the pregnant and 
Tobacco addiction and quitting programs for the pregnant. 

women of reproductive age. 

03.03 Technology for training pregnant patients in the methods to quit smoking. Brief 
interventions to prevent diseases related to tobacco addiction. 

physician 

03.04 Role-playing game and demonstration 
addicted female patient. 

of a brief physician intervention for a tobacco-

03.05 Drilling in BPI skills 
in small groups. 

related to working with tobacco-addicted patients. Role-playing games 

03.06 Assessment methods 
interventions. 

for prevention programs based on implementation of brief physician 

03,07 Change management in healthcare service provision focused 
of reproductive age.  

on the pregnant and women 

03.08 Final control over knowledge, skills and abilities. 
 

LIST OF PRACTICAL SKILLS 

№ Skills 

1. Arrange and implement prevention of risks 
pregnant and women of reproductive age. 

related to alcohol and tobacco impact to the 

2. Perform a Cotinine test. 

3. Implement a brief physician intervention in quitting the smoking habit. 

4.  Implement a brief physician intervention in quitting alcohol use among the pregnant. 

5. Develop a patient oriented plan of quitting, decreasing/refusing from alcohol. 
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Appendix F: Job Aids for Doctors and Patient Materials in Ukrainian 

F1: Doctor’s Guide to the Brief Physician Intervention 
The 32-page guide explains all of the steps in the brief physician intervention as well as the counseling 
tools.  The second image is of one of the counseling tools included in the guide—the counseling card 
showing the standard dose of alcohol. 
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F2: Pocket card for doctor with short audit WHO test to assess alcohol use by patient 
The front side is the test itself, and the back side guides the physician in interpreting patient answers. 
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F3: Pocket card for doctor with the BPI protocol 
The front side contains the BPI protocol to counsel women to quit using alcohol and the back side 
contains the BPI protocol to counsel women to quit smoking, both based on the “Five A’s”.   
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F4. Workbook for pregnant women 
This 52-page booklet was given to each pregnant woman. The first 21 pages contain her medical record, 
since it is standard practice in Ukraine to provide a duplicate record to be kept by the pregnant woman in 
case of emergencies. After the medical records portion is filled in by doctor, the remainder of the booklet 
contains recommendations for the pregnant woman on quitting tobacco and alcohol use. 
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F5: Wall poster with recommendations to quit tobacco use during pregnancy 
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F6: Wall poster with recommendations to quit alcohol use during pregnancy 
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